The Effects of Rapid Decompression of the Bladder in Chronic Retention.-E. W. RICHES, M.S. Male, aged 69, complained of increasing difficulty and frequency of micturition for six years; for one month past he had worn a urinal because of dribbling incontinence. Ten days before admission he was catheterized, about 30 oz. of clear urine being withdrawn. This was followed after a few days by haematuria which increased in amount and contained clots.
and across the front of the intermediate phalanx. The fibrous flexor sheath was irregularly torn, and both flexor tendons were completely cut across at the level of the distal half of the proximal phalanx. A miniature d6bridement type of operation was performed, the minimal amount of skin edge being trimmed away together with some of the ragged subcutaneous fat, and a considerable part of the fibrous flexor sheath over the proximal phalanx being removed. The peripheral remains of the superficial flexor tendon were excised and its proximal end left free. The flexor profundus was joined by a Mayer-Bunnell stitch of medium stout silk. Sulphathiazole powder was dusted in the wound and the skin closed. The finger was fixed in plaster in semiflexion for a week, and thereafter movements encouraged. The skin wound healed 13 Section of Surgery ZZ/ uneventfully. At first the finger was stiff, but slight movement in the proximal interphalangeal joint was present after a couple of weeks and this has progressively improved. Present condition. The scar is soundly healed and linear, and there is no gross deep fibrous thickening. There is some tenderness due to nerve involvement at the proximal end of the scar. There is movement of only a few degrees at the distal interphalangeal joint, which is semiflexed. The proximal interphalangeal joint can be flexed freely and independently of the other fingers from the almost completelv extended position to approximately a right angle. The function of the finger and of the hand is excellent ( fig. 1 ).
Commnent. This case demonstrates that good interphalangeal movement and recovery of function may follow primary suture of a cut flexor tendon in its digital course. It has been asserted that such recovery never occurs, and most will be familiar with the pessimistic views expressed on the subject in the correspondence columns of the medical press a couple of vears or so ago. Thus Coates (1941) stated, "the hopeless prognosis should be told to the patient and amputation considered"; an editorial (Lancet, 1941) _ | I | |~$ ! 8 . s g ; . . . . . . . . . . : . . . . . sums up, "if the sheath is involved the prognosis is hopeless", and Yates (1941) concluded the discussion by the unanswered challenge: "Is there any surgeon in the land . ...who has succeeded in establishing a return of movement (active) in the interphalangeal joints after any method of primary or secondary suture of flexor tendons within their digital sheath?" Iselin (1940) in the latest English edition of his classic work on the hand states: "I have personally never seen a good result following primary suture. I have, on many occasions and from numerous sources, been told of successes following primary suture. I have always made a point of going to examine these cases; they were all failures; t,hey were fingers which were ankylosed in semiflexion by the operation scar, and which could be flexed en masse by the interossei at the metacarpophalangeal joint."
The only principle on which any substantial degree of success has been obtained up to the present has been that of avo}iding tendon suture within the digital sheath altogether.
Iselin's (1933) reinsertion operation and Sterling Bunnell's (1928) grafting operation are both based on this principle and both authors illustrate cases of active recovery of interphalangeal movement. That the principle is a sound one I have had the opportunity of seeing for myself in a case on which I helped my former colleague, the late Mr. Eric Pearce Gould, to operate ten years ago. It was a case of subcutaneous detachment of the profundus tendons of the ring finger of the right hand from itsã ttachment, the tendon being palpable, curled up at the level of the proximal phalanx. Mr. Gould opened the sheath over the proximal phalanx and pulled out the tendon, made another opening at the base of the distal phalanx, and by introducing a probe from the distal to the proximal incision with the aid of a silk suture pulled the tendon down again in its sheath and reattached it. The perfect result at the present time is illustrated by the photographs shown (fig. 2) . The question arises of the reason for the degree of success obtained by primary suture in situ in the case I have shown. The only suggestion I can offer is that it was due to the excision of the fibrous flexor sheath during the course of debridement, so that there was no tendon sheath for the sutured tendon to become adherent to. As a result, the position was comparable to that of tendon suture in situations in which there is no fibrous tendon sheath, e.g. the flexor tendons in the hand or forearm, or the extensor tendons below the wrist.
Addendum.-During the course of the discussion, attention was drawn to an article by Mason (1940) advocating excision of the digital fibrous sheath. In the article Mason illustrates a case treated on these lines with a substantial degree of recovery of interphalangeal movement. The same principle has also been advocated by Jones (1941) and successful results claimed. If the validity of the principle of excision of the fibrous flexor sheath associated with suture of the tendon in situ is confirmed by further experience, it would seem to have the advantage of simplicity over the operative procedures of Iselin (1933) , and of Sterling Bunnell. 
